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Introduction

MotherCare has used two strategies to improve
national programs to reduce maternal and new-
born deaths and improve their health. These
strategies are: 

✦ Strengthen the performance of front-line
providers to provide a safe birth, including
improving their knowledge, skills, confi-
dence, and attitudes; and 

✦ Enhance knowledge and change behaviors of
women/families/other community influen-
tials and providers, to increase responsive-
ness to complications that kill the woman
and baby. 

The meeting of May 2-4, 2000, focused on the
first of these two strategies. An objective of the
meeting was to place the MotherCare efforts in
the broader context of improving provider per-
formance, and to determine how to overcome
barriers noted. While accomplishments have been
many, we have also found that barriers to
improving provider performance are large, such
as:

1. The level of skills among “skilled birth atten-
dants” is lower than is “safe” for safe moth-
erhood. In-service training cannot improve
the skill level of trained providers to the
level of competency desired in all skills. 

2. Doctors influence, or have authority over,
most front line providers, but they don’t
always participate in team training. 

3. Staff transfers among hospitals and health
centers or rotations throughout the various
departments of one hospital, are a major
barrier to the development of a team com-
mitted to saving the lives of women and
newborns.

Midwives, doctors, nurses, obstetricians, and
program/project officers from a variety of coun-
tries and organizations came together in the meet-
ing to identify activities and approaches with
evaluations that show that they improve provider
performance, specifically that of the skilled birth
attendant. The presence of a skilled birth atten-
dant at labor and delivery, with transport avail-
able in case of emergency, is considered the
single most critical intervention in safe mother-
hood, according to the Safe Motherhood
Consultation of 1997. The term “skilled birth
attendant” refers exclusively to people with mid-
wifery skills (e.g., doctors, midwives, and nurses)
who have been trained to proficiency in the skills
necessary to manage normal deliveries and diag-
nose and manage or refer complicated cases. 

This Policy Brief is a summary of the discussions
and evidence for “Improving Provider Perfor-
mance:Skilled Birth Attendant”, and the recom-
mendations of participants for the best
investments:
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✦ to sustain and scale-up efforts to improve per-
formance,

✦ to improve coordination among health facili-
ties,and

✦ to improve relationships among different
types of providers,and among providers and
the community.

Successful Efforts to Improve 
Provider Performance

In-service competency based training works.
Skills, confidence, and attitude were improved
significantly among front-line providers for safe
delivery through competency based training plus
a system of supervisory support. These front-line
providers included midwives, nurses, nurse-auxil-
iaries, and general practitioners. A short (2 to 4
week) team training based on protocols for nor-
mal birthing, life saving skills and family-centered
maternity care and requiring demonstrated com-
petency, improved practices up to 3 years post-
training in Bolivia, Guatemala, Indonesia, Viet
Nam, Morocco, and the Ukraine, and even up to
8 years in Nigeria, according to independent eval-
uators.

Front-line providers can provide life saving
skills when given the responsibility. Unsafe abor-
tion remains a major contributor to maternal mor-
tality in most developing countries. In Ghana,
doctors, usually located in urban hospitals distant
from the majority of women, had the sole respon-
sibility for post-abortion care. Given appropriate
Post-Abortion Care (PAC) training and officially
delegated the responsibility in 1996, however,
Ghanaian midwives performed exceptionally well
in a pilot project and their new tasks were well
used by women: No procedure-related complica-
tions were reported among women managed by
midwives up to two years post-training.

Following PAC training, 92% of women treated in
maternity homes (where midwives provide all the
care) received counseling and 55% received a
family planning method. In district hospitals,
where midwives provide only a third of the care,
81% received counseling and 35% a family plan-
ning method. PAC training for midwives is being
scaled up in Kenya and Uganda.

Life-saving Cesarean sections are often difficult
for women to obtain due to distance, cost, and
other reasons. Yet in Mozambique, assistant med-
ical officers trained in major surgery, have proved
they can provide Cesarean sections as safely as
specialists can, by comparing outcomes for the
woman and newborn. War and poverty stimulat-
ed delegation of responsibility for major surgery
to alternate health staff in Mozambique in the
early 1980s. Those already providing the services
out of necessity were given a three-year course
and if they passed a final exam, became assistant
medical officers. One-year follow-up of over
10,000 surgical interventions (of which 70% were
emergency) among 14 graduates found complica-
tion rates low and postoperative mortality at 0.4%
and 0.1% of the emergency and elective interven-
tions respectively. Because of this success, the
Ministry of Health of Mozambique has continued
training more AMOs.

Paucity of midwifery staff in a rural district in
Tanzania has also stimulated implementation of
training for health attendants on family planning,
clinic organization, and maternal and child health
care, including normal deliveries. While no evalu-
ation data are available yet on their maternal care
skills, there is low attrition because they are gov-
ernment employees selected from the local area,
and their motivation to perform well has
increased with the new status and supervision. 

Audits can be a positive “training”tool.
Leadership that values listening, praise, negotia-
tion and humor, is needed to ensure that the
“audit spirit” is positive and information gathered
used for change, rather than blame.
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Confidentiality, however, is difficult to maintain in
a small facility, and death audits are notorious for
finger pointing. Audits of delays, specific obstetric
complications, referrals, near misses—all may be
more amenable to a positive spirit. Used periodi-
cally such audits can provide information on
change in a facility (e.g., use case/fatality rate
with complications audit to measure change). 

In Jamaica and Ghana, audits based on meas-
uring and improving clinical practice by compar-
ing current practices with an agreed set of criteria
or standards for managing major obstetric compli-
cations is meeting with some success. Provided
with data from practice audits assembled by non-
medical audit assistants, facility-based providers
have instituted their own corrective measures,
such as a review of roles and responsibilities,
training workshops on protocols and record
keeping, and making protocols available.
Because of the improvements, ministries of health
in both Jamaica and Ghana are interested to set
up audit offices to sustain and expand these
activities.

In Nepal where few women deliver in a facili-
ty, maternal deaths have been mapped and the 3-
delay model used to determine factors
contributing to the deaths. This has lead to a pro-
gram of training for auxiliary health workers to
provide some basic life saving care. 

What does the literature tell us:According to
Effective Health Care, a National Health Service’s
Center for Review and Dissemination bulletin
based on systematic review and synthesis of
research on clinical effectiveness, what works in
changing individual provider performance
includes: interventions based on assessment of
potential barriers, multi-faceted interventions ver-
sus single interventions, educational outreach
(especially when combined with social market-
ing), and reminder systems. The widespread use
of audits plus feedback and of opinion leaders
had mixed effects and should be used selectively.
Printed materials disseminated alone are not use-
ful. (For further information, see MotherCare

Matters, Improving Provider Performance—An
Exploration of the Literature, August, 2000,
enclosed.)

Lessons Learned From 
Participants’ Experience

1. Skills are needed to manage “normal”births as
well as complicated births.

2. Improving clinical skills is only one focus of
training; as important are skills for problem
solving and the emphasis on behaviors that
value and respond to a client’s perceived
needs.

3. Making it “safe” for those in the position of
being a trainer to say, “I don’t know,” and to
learn the skills for teaching, be they clinical,
problem-solving or adult-learning skills, is a
necessary ingredient for successful training. 

4. Combining a continuous system of in-service
training with pre-service training is key. Pre-
service training is essential for high quality
maternal care service that can be sustained
over time whereas in-service training is criti-
cal for upgrading clinical services, enhanc-
ing the skills of trainers, as well as
promoting continuous quality improvement.
Most projects have succeeded in influencing
pre-service training by including the tutors
(doctors, nurses and midwives) from pre-
service training as trainers in the in-service
training course. The curricula used in
MotherCare’s projects mentioned above are
now part of pre-service education in Bolivia,
Indonesia, Nigeria, and Uganda.

5. A team approach to training, including mid-
wives, nurses, nurse auxiliaries and doctors
among the trainees and trainers, enables the
use of the skills acquired in training, helps
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coordinate referrals, communications, and
establishes a social norm for good practices
and appropriate values within and between
facilities. This was witnessed in MotherCare
sites in Bolivia and Indonesia.

6. On-site or local training can help retain staff:
In Ghana, resident obstetricians trained
through a course involving a community
rotation have remained in country up to 5
years post-residency. Prior to incorporating
the rotation, those trained as specialists were
sent abroad and most remained abroad
post-training. 

7. Peer audits of practices post-training provides
the continual contact and feedback needed
to sustain use of newly acquired practices.
Midwives in Indonesia have established a
peer review and continuing education pro-
gram of their peers through a local chapter
of the Indonesian Midwifery Association.

8. Delegation of responsibility requires strict
guidelines, selection of candidates by infor-
mal qualifications (as well as some formal
qualifications), such as high moral character,
and continuous monitoring to ensure good
performance and outcomes.

Conclusion

The focus on in-service training for safe mother-
hood is shifting, as curricula and examples of
their success are now available from several
countries. The spotlight now moves to pre-service
training to sustain the gains already made and
scale up the successes, although in-service train-
ing must continue to update clinical knowledge
and skills among those already in practice. Other
strategies beyond those of training contribute to
improving provider performance and demand
attention: 

✦ administrative strategies such as enabling
systems (supervision, supplies and logistics,
and functional referral networks), 

✦ economic strategies like incentives aimed at
increasing motivation, and 

✦ regulatory strategies that enforce certain
practices or establish requirements. 

Given the paucity of skilled birth attendants in
rural areas of many countries, delegation of
responsibility to alternate providers, plus compe-
tency-based training and supportive supervision,
must be considered. To further ensure availability
of skilled birth attendants and a functioning refer-
ral system, peripheral facilities must be open 24
hours a day.

Recommendations

Best Buys for Program Sustainability

1. Invest in the political commitment and lead-
ership needed to plan and guide a continu-
ous training strategy and system at national
and regional levels. Don’t focus on one
cadre and the results of a time limited proj-
ect; rather, think together with government
and other donors, toward a national strategy
to improve providers’ skills, confidence and
attitudes, and the support systems needed to
enable their work.

2. Invest in a training system that begins with
assessments, curricula review and develop-
ment, and training of trainers, specifically for
pre-service training. 

3. Involve the national professional associa-
tions in the process of setting standards,
norms, and guides that form the basis for all
training programs.
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4. Invest in the health system reforms that
reconsider who pays for what, and include
incentives, career ladders, deployment plan
and public/private partnerships of providers.

5. Ensure performance is measured, including
coverage and quality of care.

Best Buys for Health Worker/Team Sustainability 

1. Through a needs assessment, determine
what health workers need and what they
want to change. Personal benefit will trans-
late into ownership, a necessary element for
success.

2. Invest in training that is on-site, provides for
continuous contact with those trained, and
ensures an enabling environment. 

3. Build in the incentives to retain providers in
the periphery where they are most needed. 

4. Leverage improved performance through
such means as licensure, accreditation, and
re-accreditation, and consumer monitoring.

5. Ensure a cost-effective supervisory system,
such as that used by the Indonesia
Midwifery Association with peer reviews, or
self-assessment.

6. Ensure that effective elements of projects are
incorporated into the national program in
order to build sustainability.

7. Leadership in programs that aims to continu-
ously upgrade the training based on evi-
dence of effectiveness and on listening to
providers’ concerns is much needed .

8. Ensure that health staff, including doctors,
are problem and public health oriented, and
listen well. The Ghana obstetric residency
program with its community rotation is a

step in the right direction and could serve as
an example to other programs for building a
public health approach for obstetricians.

Improving the Coordination Among 
Health Facilities

1. Create forums, representing all levels of
service delivery and decision-making to
share goals, barriers, information and feed-
back, and successes.

2. Improve coordination between private and
public sectors through incorporating the pri-
vate sector into national programs (e.g.,
Ghana, Uganda).

3. Ensure linkages between peripheral facilities
and the referral levels through established
meetings, supervision, referral plans, com-
munication and transport for emergencies.
An indicator of good coordination is a func-
tioning referral (and counter-referral) system
for both elective and emergency care. 

4. In order to have a functioning referral sys-
tem, mandate peripheral facilities provide
24-hour care.

5. Standards, protocols, guidelines (specifically
for what skills are required at each level)
and curricula should be uniform among
educational and training faculties, profes-
sional associations, and the ministry of
health. 

Improving Relationships Among Different Cadres
of Providers—Stress Teamwork, Collaboration,
Respect, Praise and Recognition 

✦ Clarify Job Responsibilities and Relationships

1. Clarify general and specific roles and
responsibilities of different cadres of
providers’, including those of supervisors.
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Elucidate and justify areas of responsibili-
ty for different cadres. 

2. Address issues identified through needs
assessment and associated with work
place satisfaction among all categories of
providers. Follow up conflicts/clashes
between different individuals.

3. Set up regular and frequent joint meet-
ings, with obligatory presence of all staff.

4. Motivate the members of one cadre to
give praise and recognition to other
cadres.

✦ During Training

5. Train cadres together in selected aspects
of pre-service and in-service training,
both as trainers and trainees. For exam-
ple, institutionalize the role of midwives
and /or nurses to train obstetricians dur-
ing pre- and in-service training. Select a
general practitioner to be responsible for
providing continuing education for nurs-
ing staff. Include these same providers
in the continuing education programs.
Whole site training also can be effective
in building the relationships among dif-
ferent cadres. 

6. Stress active, hands-on training opportu-
nities that demonstrate the experience,
skills and roles of various providers
working together (e.g., use of parto-
graph). 

✦ Audits as a Means to Improve Performance

7. Define and motivate audit committees
composed of a variety of service cadres
with clear-cut instructions on how to
perform an audit at different levels. 

8. Conduct “near miss” case audits that
praise the role of various providers in
saving a mother’s life before going on to
examine how to improve individual and
team performance; include various
providers in the audit, such as special-
ists, midwives, lab technicians, pharma-
cists, and community members.

✦ Modeling Care as a Form of Training

9. Identify leaders among obstetricians as
“champions” for modeling teamwork
and respect for the various cadres, and
for promoting the expanded role of
midwives to perform various proce-
dures.

10. Use partnerships among professional
associations responsible for different
cadres to promote teamwork and mutu-
al support and respect.

11. Highlight activities of exemplary pro-
grams and facilities so that others can
learn from their experience.

✦ Increasing Motivation

12. Discuss incentives that might be within
reach, such as user fees shared between
all provider categories based on
merit/performance, awards, and public
recognition for exemplary efforts.

✦ Other Program and Research Ideas 

13. Examine the deployment system for
providers, including the rotation sched-
ules, and the effect it has on motivation
and the provision of maternal care.

14. Reach outside the health sector to dis-
seminate communication messages
about acceptable quality of services.
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15. Conduct and disseminate special studies
that demonstrate the competency and
cost-effectiveness of various types of
“lower level” or alternative providers in
performing skills usually the purview of
physicians (e.g., midwives and manual
vacuum aspiration, IUD insertion, manu-
al delivery of placenta, and Cesareans).

Improving relationships among healthcare
providers and the community:

1. Work with staff at hospital and other facili-
ties to develop the attitudes and skills that
show respect and open up communication
with clients and families and other commu-
nity members.

2. In pre-service and continuing education pro-
grams, incorporate ways to increase com-
munication and counseling skills of
providers.

3. Develop programs that bring the provider
into the homes of community members
(e.g., postpartum home visits).

4. Include the community in case reviews/
audits for maternal, perinatal morbidity and
mortality cases. Ensure their involvement in
the accountability for teamwork and positive
outcomes, and include their input and rep-
resentation as part of the quality and per-
formance improvement agendas. Steps may
include the establishment of formal, on-
going relationships between community
members and facilities/providers, followed
by including community members in setting
standards for functioning facilities, as well as
publicizing these standards to the wider
community.

While a skilled birth attendant is considered critical for a safer motherhood, only a little more
than half of women in developing countries use a skilled birth attendant during labor and delivery,
the time most vulnerable to death for both the pregnant woman and baby. 

To explore the behaviors leading to use of a skilled attendant at birth, a second meeting was
held June 5-7,2000 in Washington DC. 
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